The dependent coverage expansion (DCE), a component of the Affordable Care Act, required private health insurance policies that cover dependents to offer coverage for policyholders' children through age 25. This review summarizes peer-reviewed research on the impact of the DCE on the chain of consequences through which it could affect public health. Specifically, we examine the impact of the DCE on insurance coverage, access to care, utilization of care, and health status. All studies find that the DCE increased insurance coverage, but evidence regarding downstream impacts is inconsistent. There is evidence that the DCE reduced high out-of-pocket expenditures and frequent emergency room visits and increased behavioral health treatment. Evidence regarding the impact of the DCE on health is sparse but suggestive of positive impacts on self-rated health and health behavior. Inferences regarding the public health impact of the DCE await studies with greater methodological diversity and longer follow-up periods.
Historically, the age group most likely to lack health insurance coverage in the United States has been young adults, too old to qualify for insurance available nearly universally to minors and too young to have high rates of employment at large employers that provide employer-based insurance (Collins, Garber, & Robertson, 2011) . For instance, according to the National Health Interview Survey, in 2010, the proportion of individuals with no health insurance coverage was 7.8% among those younger than 18 years, 31.5% among those 18 to 24 years, and 28.3% among those 25 to 34 years (Cohen, Ward, & Schiller, 2011) . The young adult age group also tends to be in relatively good health, a fact likely to contribute to their reticence to purchase health insurance (Cantiello, Fottler, Oetjen, & Zhang, 2011) . However, access to health care during young adulthood is important for preventive care that reduces the likelihood of later life chronic illness and treatment for disorders that reach their highest incidence levels during this age, such as psychiatric and substance use disorders .
Over the past several decades, state governments have attempted to improve access to health care for young adults through dependent coverage expansion (DCE) policies. These policies extend eligibility for dependent care coverage beyond age 18, the traditional eligibility cutoff. By 2010, 31 states had passed DCE legislation requiring private insurance policies which cover dependents include coverage for some adult children of beneficiaries beyond age 18 (Cantor, Belloff, Monheit, DeLia, & Koller, 2012) . However, state DCE laws were limited in that they varied in the age range for eligibility, excluded some categories of adult children, such as those who are married, and did not apply to large self-insured employers who are exempt from such state regulation and account for about half of the private employer-based insurance market nationally (Cantor, Belloff, et al., 2012) . In 2010, the Patient Protection and Affordable Care Act (ACA) established a national DCE by requiring private insurance plans that cover dependents to offer that coverage through age 26 without exclusions common in the state laws.
Evidence regarding the impact of the state DCE laws suggests that though they had some effects on the type of insurance held by young adults, they did not reduce rates of uninsurance (Cantor, Belloff, et al., 2012; Monheit, Cantor, DeLia, & Belloff, 2011) . In contrast, initial studies of the ACA's DCE provision, found evidence that the policy resulted in more young adults being insured (Sommers, 2012) . However, the direct effect of the DCE on insurance coverage is only the first of several steps in the hypothesized beneficial cascade of social consequences that could produce its intended positive effects. As shown in Figure 1 , the increase in insurance coverage is intended to positively affect access to care, utilization of care, and ultimately health status. Insurance coverage may lead not only to increases in utilization of some types of health care services but shifts from more expensive acute care to less expensive preventive care. In addition, the increase in insurance coverage may affect labor market decisions indirectly, both through the effect on health directly and more commonly through removing health insurance coverage as a factor from considering employment alternatives, that is, by removing "job lock." With insurance that is not connected to employment (i.e., less "job lock"), young adults may be more likely to change employers, work fewer hours, or leave the workforce. Perhaps most important, the DCE provides an opportunity to study the extent to which change in access to insurance affects the health status of young adults, a difficult to target demographic group.
With the goal of advancing a more comprehensive picture of the policy's effects, this review summarizes existing empirical research on each step in the chain of causation linking the ACA's DCE provision with these downstream consequences for the health of young adults. Research on each link in the chain is important for evaluating the overall effect and for identifying specific barriers that may continue to limit the policy's impact. Understanding the overall picture of the impact of the policy is important for understanding how health insurance coverage affects the health and healthrelated behaviors of young adults.
Method

Literature Search
We searched bibliographic databases and reference lists of relevant papers for peerreviewed empirical studies of the impact of the ACA's DCE on insurance coverage, health care access, utilization, health status (including health behaviors), and labor market activity. The search covered the time period from September 2010 through January of 2016 and included EBSCOHOST databases (Academic Search Complete, Business Source Complete, EconLit), the Cumulative Index to Nursing and Allied Health Literature (CINAHL), PubMed, Scopus, and Web of Science. The search terms included "young adult," "adolescent," "Patient Protection and Affordable Care Act," "dependent coverage," and "health reform." A full description of the search strategy for each database is available from the authors. The search produced a total of 1,023 papers. The large majority of papers did not include empirical assessments of the impact of the DCE. Review of titles and abstracts by the first author of this study reduced this to a set of 25 papers reporting empirical assessments of the impact of the DCE on a downstream outcome. Some papers reported impacts on multiple outcomes. The final set of papers included 14 examining insurance coverage, 6 examining other measures of access to health care such as having a usual source of care, 12 examining health care utilization, including emergency department (ED) visits (6 papers), hospitalizations (5 papers), and outpatient preventive or behavioral care (9 papers), 5 examining health status, including self-reported physical and/or mental health (5 papers), and 2 reporting labor market behavior. Papers reporting analyses of more than one data set or more than one subsample of a data set are listed separately in the tables, but counted as a single study.
Data Abstraction
An initial review of the manuscripts revealed that the overwhelming majority (24 out of 25) use a difference-in-differences (DD) method for estimating the impact of the DCE, in which change in the targeted age group is compared with concurrent change in a control age group. Papers were reviewed in depth independently by two authors with conflicts resolved after rereview by the lead author. The following were abstracted from each paper: the age groups (and corresponding sample sizes) representing the intervention and control populations, the time periods representing the pre-and postimplementation periods, the data source, analytic approach, outcome measures, and the findings concerning the impact of the DCE. Papers are listed once for each separate data source from which they derived estimates of the impact of the DCE. All outcomes reported in the papers were abstracted, including those for which no effect of the DCE was found.
Results
We summarize results for each of the outcome domains following a consistent format below.
Health Insurance Coverage
Fourteen papers examine the impact of the DCE on health insurance coverage among individuals ages 19 to 25 (Table 1) . The papers analyze repeated cross-sectional data from six national surveys of the U.S. general population and one national data set of emergency room visits. All of the papers use a DD approach to estimating the effect of the DCE, though they vary slightly in the age ranges and the time periods examined. Twelve of the 14 studies compare individuals in the full target age range of the policy, ages 19 to 25, with an older group of individuals outside of the target age range, ranging from 26 to 34 years of age. The specific ages included in comparison group vary in minor ways across studies, and one study includes a younger (ages 16-18) comparison group as well as an older comparison group. Some studies omit 26-year-olds from the comparison group, presumably because they may have been previously affected by the policy (e.g., someone who was 26 years in 2012 would have been in the target age group in 2011). Two studies select more restricted age ranges to represent intervention and control groups. These studies select a narrow age band at the upper end of the range affected by the DCE and a narrow age band at the lower end of the control ages to reduce age-related historical trends that may confound the DD model. The most extreme application of this approach uses 25-year-olds as the intervention group and 27-year-olds as controls (Slusky, 2015) . Despite the difference in the study age groups, the findings are remarkably consistent with all studies reporting a positive effect of the DCE on health insurance coverage. Results are also unanimous in finding a positive effect of the DCE on private insurance coverage (six studies), the direct target of the policy, and no effect of the DCE on public insurance (two studies), suggesting that gains in private insurance did not simply come from switching from public sources.
Access to Care
Six studies using data from three national surveys have examined measures of access to care (Table 2 ). All six studies used DD models. Four papers examine the impact of the DCE on out-of-pocket (OOP) expenditures on health care, all using the Medical Expenditures Panel Survey (MEPS). Of these, three papers report significant reductions as a result of the DCE. One study found that the DCE reduced the probability of having more than $1,500 of OOP expenditures in a year by over 50% (Busch, Golberstein, & Meara, 2014) . The other study found that the DCE reduced average OOP expenditures by 18% and decreased the OOP share of total medical expenditures by 3.7% (Chua & Sommers, 2014) . The third paper finds a reduction in the proportion of health care expenditures paid by patients OOP among people with behavioral health conditions (Ali, Chen, Mutter, Novak, & Mortensen, 2016) . There is contrary evidence in a paper that reports no effect on the share of medical expenditures that are paid OOP, despite using the same data set as other papers showing reductions in this same outcome (Chen, Bustamante, & Tom, 2015) . The divergence in results may be due to the fact that the paper by Chen et al. (2015) excluded high-cost outliers, that is, those who may have gained the most from the policy, from the analysis. Notably, the paper by Ali et al. (2016) , which finds a reduction in the proportion of health expenditures paid OOP in a subsample with mental health problems, uses a model that accounts for the skewed distribution of the outcome without excluding individuals with extreme costs, a zero-or-one inflated regression.
Two papers using data from the Behavioral Risk Factor Surveillance System (BRFSS) examined the impact of the DCE on respondent reports of having a usual source of care. The papers use different time periods to characterize pre-and post-DCE conditions, but both report significant increase in the proportion of young adults having a usual source of care, one finding an increase of 2.4% (Wallace & Sommers, 2015) and the other finding an increase of 2.8% (Kotagal et al., 2014) . Two papers report impacts of the DCE on patient reports of being unable to afford medical care. A paper using data from the National Health Interview Survey reports no effect of the DCE on affordability of medications, dental visits, or physician visits (Kotagal et al., 2014) . Two papers which assess the impact of the DCE on cost as a barrier to seeing a physician report divergent results despite using the same data set, one finding no effect (Kotagal et al., 2014) and one finding a decrease of 1.9% (Wallace & Sommers, 2015) . This divergence may be due to the fact that the paper reporting a significant impact of the DCE used data covering longer time periods for both the pre-DCE and the DCE time periods.
Health Care Utilization
Fourteen papers examine impacts of the DCE on various aspects of utilization of health care. We separate these into studies of ED visits, hospital stays, and outpatient preventive and behavioral health visits. All but 1 of the 14 studies (Lau, Adams, Park, Boscardin, & Irwin, 2014 ) used a DD model. The exception assessed the extent to which secular change in utilization among young adults during the period of DCE implementation was mediated by concurrent change in insurance coverage. Mediation by change in insurance status was interpreted as evidence of an effect of the DCE.
Emergency Department Visits. Six papers examine the impact of the DCE on ED utilization, three using national-or state-level administrative records and three using national surveys (Table 3 ). The evidence from these studies is mixed. The three studies of administrative databases find that the DCE reduced the rate of ED visits in the population by about 1.5 visits per 1,000 people. One study which examined psychiatric ED visits in California also found a reduction in the population rate attributable to the DCE. However, only one of these studies examined the likelihood that an individual will have one or more ED visits, and that study found no effect of the DCE. These findings suggest that the DCE may have reduced the frequency of ED use among users, but not the likelihood of becoming an ED user. Three studies of ED utilization in national survey data found no effects of the DCE, including one study which examined the number of visits per person. The most likely explanation for the divergent results is that the studies finding effects of the DCE use administrative databases, while those that do not find effects use population surveys.
Hospital Stays. Five papers examine the impact of the DCE on hospital stays, three using administrative databases and two using MEPS survey data (Table 4) . One of the studies of administrative data examined all medical hospitalizations (excluding pregnancies; Akosa and found that the DCE resulted in a 3.5% increase in hospitalizations. That study also found that the effect of the DCE on admissions was greater for psychiatric admissions, increasing admissions with psychiatric diagnoses by 9%. A study using two administrative databases found evidence that the DCE resulted in an increase in the likelihood of psychiatric admission by 1.4 admissions per 1,000 population in a national data set but had no effect on psychiatric admissions in a data set limited to California (Golberstein et al., 2015) . Two studies of rates; no effect on intensity of inpatient treatment Golberstein et al. (2015) 19 administrative databases examined intensity of care as measured by length of stay, number of procedures, or total charges per stay during hospitalization and found no effects of the DCE (Akosa . Neither of the two studies using MEPS data found any evidence of an effect of the DCE on the likelihood of hospitalization (Chen et al., 2015; Chua & Sommers, 2014) . As with the studies of ED visits, the lack of significant findings in studies using survey data may result from small sample sizes in population surveys relative to the administrative databases. In addition, the DCE may have reduced repeat admissions, thereby reducing the population rate (admissions per person in the population) without reducing the likelihood that an individual would have an admission (individuals with one or more admissions as a proportion of the population).
Outpatient Preventive and Behavioral Health Visits.
Nine papers examine the impact of the DCE on utilization of preventive or behavioral health care, using data from four national surveys (Table 5) . One of the papers used a method other than the DD approach used in the other papers (Lau, Adams, Park, Boscardin, & Irwin, 2014) . Seven of the studies examine whether the DCE increased the likelihood of having one or more outpatient medical visits or a physical exam, and all of these studies found no effect. However, the one study that examined the number of office visits found that the DCE increased the number of visits (Jhamb et al., 2015) . This study also used data covering a longer follow-up period than the studies with negative findings regarding the impact of the DCE on outpatient visits. One study found an increase in blood pressure measurement and another study found an increase in cholesterol screening. These two findings contrast with a larger number of studies of specific preventive procedures. Four studies found no effect of the DCE on flu shots and two studies found no effect of the DCE on Pap tests. The one paper to examine specialty behavioral health care found a 5.3% increase in the likelihood of using specialty mental health care by people with a probable mental illness, but no increase in use of substance disorder treatment by people with a substance use disorder.
Health Status
Five papers examined impacts of the DCE on self-rated health status using data from national surveys (Table 6 ). All used DD models. One of these five papers also examined additional health status outcomes which we discuss separately below (Barbaresco et al., 2015) . Of the studies examining self-rated physical health, four of five found significant, positive effects of the DCE. However, the nature of these effects is complicated by differences in how self-rated health is characterized. The two studies that examine change at the high end of the distribution, the likelihood of reporting "excellent" health, both found significant increases due to the DCE, one of 6.2% and the other of 1.5%. However, one of these studies found no effect when the outcome was expanded to include "very good" health. Two studies which examined the opposite end of the spectrum, the likelihood of reporting "fair or poor" health, have conflicting findings, despite using the same survey data set (BRFSS); one reports a decrease of 0.8% in "fair or poor" health and one reports no effect on reporting "fair or poor" health. The study finding no effect used data from a shorter time period, which may account for the divergent results. One study found that the DCE increased the average self-rated health. The one paper to examine self-rated mental health found an increase of 4% in the likelihood of reporting excellent mental health (Chua & Sommers, 2014) . A paper which examined the number of days spent with poor mental or physical health and days spent with health limitations found no effect of the DCE on these outcomes (Barbaresco et al., 2015) .
Only one paper has examined impacts of the DCE on diet and health behaviors (Barbaresco et al., 2015) . That paper, which analyzed data from the BRFSS (details on the sample shown in Table 6 ), found that the DCE reduced body mass index and obesity. On the other hand, the study found no effects on the likelihood of being pregnant, smoking, risky drinking or the total number of alcoholic drinks consumed per month (C. Courtemanche, personal communication, November 14, 2016) .
Labor Market Participation
Two papers have examined the impact of the DCE on labor market participation, both using national survey data (Table 7) . Both used DD models. One paper found a 5.8% reduction in the likelihood of working full-time, a 3% reduction in weekly work hours, and a 12% increase in the likelihood of having work hours that vary week to week. However, the same study found no effect of the DCE on being employed, changing jobs, or changing employers (Akosa Antwi et al., 2013) . The other paper to examine labor market outcomes found no evidence that the DCE affected the likelihood of switching employers (Bailey & Chorniy, 2015) .
Discussion
The federal DCE is a market regulation that provides young adults with a convenient and inexpensive means of acquiring health insurance coverage. The policy has the potential for public health benefits because of the historically low level of insurance and low level of utilization of care among this age group. Insurance coverage can also protect young adults from the financial impact of high OOP expenditures on health care . However, the potential impact of the policy on public health involves a complex chain of events that link access to health insurance to changes in health care utilization, health behavior, and health status. The goal of this review is to assess the current state of evidence regarding this chain of events.
The evidence that the federal DCE had its desired direct effect on insurance coverage is strong. Studies of multiple data sets have found that the target age group gained insurance relative to an older age group during the time that the policy was implemented, and none have failed to find an effect. Moreover, the finding is specific to private health insurance-there is no evidence that the prevalence of public insurance increased or decreased among young adults during this time period relative to other age groups. This finding makes sense given that only those young adults whose parents or guardians have private health insurance have the opportunity to benefit from the DCE. Studies employing restricted samples to address potential methodological limitations of the most commonly used approach, discussed in more detail below, also found evidence of a positive effect of the federal DCE on insurance coverage. Evidence of the impact of the DCE is weaker with subsequent indirect effects, both in terms of the number of studies that have examined downstream outcomes and the strength of the evidence for effects on these outcomes. Two papers, both based on analyses of the same survey, found a positive effect of the DCE on having a usual source of care, an important marker of access to care. Self-reports of cost as a barrier to care show mixed results. Similarly, evidence is mixed regarding the impact of the DCE on the OOP share of medical expenditures. Evidence is strongest for a reduction OOP costs at the high end of the range. Although this group may be small, the impact of the DCE may be quite large in preventing financially catastrophic medical costs among an age group with high levels of debt and low wages (Busch et al., 2014) .
With respect to utilization of care, there is evidence for contrasting impacts of the DCE on ED visits and inpatient stays. With respect to ED visits, the evidence suggests that the number of visits was reduced, while the likelihood of having one or more visits was not affected. This is the pattern we would find in the short term if the insurance coverage enabled by the DCE had its desired effect of reducing frequent ED visits without reducing access to the ED when it is needed. With respect to inpatient stays, studies find an increase in the population rate (hospitalizations per person-year) but no effect on the prevalence of hospitalization (hospitalized persons as a proportion of the total population). However, this pattern of findings regarding inpatient stays may be an artifact of the types of studies examining these outcomes and not evidence of an effect of the DCE on recurrent hospitalization. The studies of the population rates of hospitalization have used administrative databases, which have more statistical power to detect effects than the surveys that have been used in studies of the prevalence of hospitalization.
The impact of the DCE on utilization of outpatient preventive and behavioral health care is particularly important for understanding the potential long-term health impacts of the policy. Routine outpatient care can potentially improve health behaviors or management of chronic illnesses, either of which will have significant long-term health burden across the adult life span. This is particularly true for behavioral health conditions, which are dramatically undertreated, particularly in this age group . The preponderance of the current evidence suggests that the DCE has not had a broad impact on use of these services. A minority of studies finds evidence of increases in specific preventive procedures, such as blood pressure measurement, but the majority of studies finds no effect on the majority of outcomes in this domain examined.
The one possible exception is the finding of a positive impact of the DCE on use of mental health treatment among people with mental health problems (Saloner & Le Cook, 2014) , which is consistent with the increase in utilization of ED and hospital psychiatric services noted above. This finding is particularly interesting in light of the finding from The Oregon Experiment, a study of the effect of Medicaid enrollment that took advantage of randomized assignment through a lottery system. In that study, Medicaid enrollment did not have effects on physical health care, but it did have a positive effect on the likelihood of being diagnosed with depression (Baicker et al., 2013) . To date, the evidence regarding the effect of the DCE on outpatient psychiatric treatment is limited to a single study, but the evidence supports the suggestion that increasing access to health care has a distinctive effect on mental health care.
An increase in utilization of outpatient psychiatric treatment among people with psychiatric disorders would be an important success of the policy. Onset of psychiatric disorders during adolescence and early adulthood is associated with longer delay of treatment (Wang et al., 2005) . Longer delay of treatment, often referred to as duration of untreated illness, is associated with poorer response to treatment and worse clinical prognosis (Ghio et al., 2015; Perkins, Gu, Boteva, & Lieberman, 2005) . The impact of the DCE on mental health care could have important population-level public health impacts by hastening treatment and reducing the life course impact of psychiatric disorders.
Studies of the impact of the DCE on health status should be interpreted in light of these largely negative findings regarding utilization of the medical services most likely to directly affect health. The findings regarding self-rated health, which suggest improvements specific to the high end of the distribution in particular raise question regarding the mechanism through which they might have come about. Rather than a direct effect of treatment for clinical conditions, which would be more likely to have an impact at the opposite end of the score distribution, the effect observed might be due to a more general improvement in health security, that is, a greater sense of being protected from potential health shocks.
To date, there is only one study which has examined a broader range of health status indicators (Barbaresco et al., 2015) , which could result from the DCE through a variety of pathways. The authors note that, on the one hand, insurance coverage might improve access to medical information and the ability to regularly monitor health indicators, such as weight, while on the other, insurance coverage might increase risky behavior due to anticipated mitigation of its health impact, a phenomenon known as "ex ante moral hazard". There is evidence of the effect of ex ante moral hazard from prior research on Medicaid expansion (Finkelstein et al., 2012) . The finding from the study, that the DCE led to a decrease in BMI and had no effect on other behavioral measures suggests that the prior pathway has dominated. However, given the short time frame over which the weight effect is believed to occur and the lack of a significant increase in utilization of outpatient medical care, this explanation of the impact of the DCE on weight seems speculative. Additional investigation could provide insight into the influence of insurance coverage on health behaviors that have tended to be resistant to many medical interventions. These interesting findings from a single study suggest a need for replication in other data sets, further tests of their robustness, and inclusion of a broader range of behavioral outcomes in future studies. The small amount of research on labor market behavior conducted to date has provided evidence of some anticipated effects of the DCE, in particular an increase in the flexibility of work hours. This change has generally been interpreted as a positive effect; with insurance coverage through their families, young adults are less constrained in their labor market decision making by the need to work full-time in order to qualify for employerbased coverage.
Methodological Concerns
Nearly, all of the reviewed studies use the same analytic approach; DCE effects are estimated from DD models applied to data on the target age group and a control age group taken from repeated cross-sectional samples. The strength of the DD model is its potential to mitigate bias due to contemporaneous secular trends, which are assumed to be similar in the intervention and control groups. The key model assumption is that the trends in each of the outcomes would have been the same in the intervention and control groups if the DCE had not been implemented. Given the near uniformity of the methods, the validity of this assumption is an important concern affecting all the research reviewed here. For example, recent historical events, such as the financial crisis of 2008 and the long economic recovery, may have caused different secular trends in the outcomes across different age groups. Age-related secular trends, such as trends in body mass index (Ogden, Carroll, Fryar, & Flegal, 2015; Ogden, Carroll, Kit, & Flegal, 2012) , or economic stressors that were more severe for adults entering the job market may have affected the age-based intervention and control groups differently. Severe violations to the model assumption of DD can bias the estimated effects of the DCE.
While the assumption that secular trends would have been similar in the intervention and control groups in the absence of the DCE cannot be directly tested, several studies attempted to empirically assess the plausibility of the assumption. Three studies used "placebo tests," that is, they tested whether significant DD model results would be found if the same groups were compared using time points at which no policy changes affecting coverage occurred. These studies found a relatively small number of statistically significant placebo effects, and that the magnitude of the effects was smaller for the placebo tests than for the test using the actual DCE implementation date (Akosa Antwi et al., 2013; Barbaresco et al., 2015; Slusky, 2015) . In addition, when the age bands were narrowed, the number of significant placebo tests was reduced, while the test using the actual DCE implementation data remained statistically significant (Barbaresco et al., 2015; Slusky, 2015) . Some other studies have reported tests of parallel trends across the intervention and control age groups in years prior to the DCE. These studies report that the evidence supports parallelism, supporting the model assumption, but do not provide detailed information on how the test for parallelism were conducted (Wallace & Sommers, 2015) . More nuanced issues regarding the scale on which parallelism is tested, for example, probability, logit or probit, and methods for generating estimates of causal effects from nonlinear models (Karaca-Mandic, Norton, & Dowd, 2012; Lechner, 2010) are not discussed in any of the papers we reviewed.
Though the methodological studies are encouraging, the evidence for the impact of the DCE, particularly with respect to the downstream outcomes of health and labor market behaviors, would be considerably strengthened by evidence using methods that do not depend on the same assumptions as the DD model used in the overwhelming majority of studies. To date, only one study uses an alternative design. That study examined whether change in insurance status accounted for change in preventive care utilization.
Conclusion
Evidence to date on the impact of the DCE suggests that it has had a positive public health impact, and, more generally, that increasing insurance coverage among young adults can positively influence some aspects of health care utilization, behavioral health care in particular, and health status. In this regard, the evidence confirms prior studies which suggested that expanding coverage for young adults may enable them to develop an ongoing relationship with a health care provider (e.g., a primary care physician), and promote utilization in primary care settings over more expensive care settings (e.g., ED; Baicker et al., 2013; Manning et al., 1987) . However, the evidence also indicates that the impact of the DCE on utilization of preventive outpatient care other than behavioral health care is limited. This suggests that young adults may not be inclined to utilize available options for preventive care even if they have health insurance coverage. Additional efforts to encourage utilization of evidence-based care during this age period may remain a priority even after the barrier of uninsurance is removed. Finally, thus far the evidence is sparse with respect to the impact of the DCE on the ultimate goals of improving the health status of young adults. Evidence showing positive effects on self-rated health is promising, but future research, perhaps covering a longer follow period than has been possible in the past, will be required to determine whether the DCE has had long-term impacts on public health.
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